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YOENTHACATION NUMBER: A BULDING COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, BTATE, ZIF CODE
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(4 I SUNRMARY STATEMENT OF DEFICIENCIES [} PROVIDERS PLAN OF CORRECTION ]
FIX {EACH DEFICIENCY MUST BE PRECEDED B {EACH CORREGTIVE ACTION SHOULD ON
TAG REGULATORY OR LSC IDENTIFYING momrq%} P':EE”( CROSSREFERENCED TO Tvrgenpmom?f-re oTE
: DEFICIENG
This plan of correction
F 000 | INITIAL. COMMENTS EOOp| . constitutes a written
. . ) ' allegation of substantial
Amended 6/7/16: Added Initial Coriments compliance with Federal
_ and Medicaid
A recertification survey was compieted on requireraents and state
6/16-19/16 at Bathesda Heslth Care Cenler. A requirements when
Harm level deficlency was cited for F-241 G necessary
under 42 CFR 483, Requirements for Long Term :
Cere Facllities. F241
F 244 | 483.16(k) DIGNITY AND RESPECT OF ‘ F 241 , 5/21/16
SSe6 | INDIVIDUALITY ) 1. The ADQN aqd Social
Worker interviewed
The facllity must promote care for residents in a ' R#147 on 5/19/16
y regarding the alleged

manner and in an environment that malntains or
enhances each resident’s dignity and respect in events.
full recognition of his or her individualify.

The DON and ADON
. met with R#147 on
'll)‘;;is REQUIREMENT is not met as evidenced 5/20/16 to discuss any
Based on facility policy review, medical record |- concerns that the resident
) may have related to

review, observation, and inferview, the facility

failed to presetve the dignity of 1 resident (#147) dignity or care issues. No

of 11 dependent residents reviewsd of 37 other issues with R#147
residents reviewed. This failure resulted in harm was identified.
to Resident #147,

) A pink laminated “do not
The ﬁndings included: _ disturd” placard was

ided by regional
Review of facllity policy, Resident Rights, dated prova .
0/14 revoated *...Employses must ik} nurse to R#147 on
patients with the kindness, respact, and dignity...” 5/’?’1?*’125- Itt;is tI({’#Plil 74
. ) ut when 18
Medical record review revealed Resident #147 | _receiving personal care or
was atdmitted to the facility on 2/27/16 with requesting privacy.
dlamosesm ses lg:lgdl;:? Mulliple Sclerosis, Fracture- _ :
r Tibla, Fracture Upper and 4/16 a ti
Lower End of Right Fibula, Uicerative Procitis, O e
and Generalized Muscle Weakness, ' P e
. : the resident and CNT can
Wnecmﬂa OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TE | (XB)DATE
Mﬁr .,,,,ﬁ;ta__ ééﬁggﬁ
Any deficibnoy statement ondiing wiih an aeterisk (*) denotes a doficiency which the Insivtion may be excused from comecdling providing it ls mm

oiher safeguards provids sulficient prolection to the patents. (See instructions.} Excegt for nursing homes, the findings olated gbova ara
foowing the date of survey whether or not @ plan of comsction s provided. For mueiag fromes, he abova findings and plans of comection are disclossble 14
days foliowsng the dats thasa documents are made available to tha faciily. (7 deficlencies are cited, sin approved plan of comection Is requisile fo continued

program
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_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0¢
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION X% DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILDING COMPLETED
446427 B. WING - 05/1872016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CTTY, STATE, ZIP CODE
444 ONE ELEVEN PLACE
BETHESDA HEALTH CARE CENTER COOKEVILLE, TN 38501
0 SUMMARY STATEMENT OF DEFICENCIES ) PROVIDERS PLAN OF CORRECTION £
s&’fn?m {EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGLLATORY O LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE OATE
DEFICIENCY) :
F 241 { Continued From page 1 F 241
_ ' : i better coordinate Res#147
Medical record review of the Admission Minimum b care.
Data Set (MDS) dated 2/27/16 revealed Resident 2. Omn 5/20/16 interviews
#147 scored 15/15 on the Brief Intérview for " were conducted by
Menteal Stetus indicating the resldsnt was alert Administrator, DON
and oriented and able to make needs known, ADON. Risk !
Contired review of the MDS revaaied Resident Management Nurse and
#147 required extensive assistance of twa people Soci gement Nurse anc
for transfers, dressing, grooming; was dependent ocial Work:?r to identify
on two peopis for bathing; required axtensive any other residents that
assistance of one person for eating; and was - may have dignity and/or
| atways Incontinent of bowel and bladder. care issues. All concerns
was addressed.
Observation of Rasldent #147 on 6/16/16 at 1:30
PM, in the resident’s room revealed Rasident 3, ;
#147 lying in bed with both arms and both legs gﬁéizi{ﬁzh;tﬁgﬁml
resting on pillows. Continued abservation Admini
revealed Resident #147 was able fo move her ministrator and DON
hands but was unable to move her arms and concerning delivery of
legs. care for residents in a
manner that enhances
Interview with Resident #147 on 5/16/16 ai 1.30 cach resident’s dignity
PM, in the resident's room revealed the resident and respect of '
was able to tell when she had been inconfinent of individuality. On 5/23/16
bowel and bladder so wouid call for the Certified and 5/25 /16 staff were
Nursing Assistant (CNA) to clean her. Continued educated by regi
intarview with Resident #147 revealed she had re-educated by regional
waited 30-40 minutes on several occasions and nurse, DON and ,
53 minutes on one occasion for sumeone o Administrator concerning
answer the call fight, Further interview revealed delivery of care for
Rasident #147 laid in wine and feces while residents in a manner that
waiting for someone to answer the call light and i enhances each resident’s
made her feel terrible. Interviow with Resident dignity and respect or
#147 revealed while she was being dleaned afier individuality.
an accident and her bed was being changed, she ‘
was on the {ift (a sling under the resident and
connected to 4 hooks to §ift rasident off the bed).
Continued interview revealed a CNA who was niot
involved In her care, entered her room and stood .
' Fachily ID: TH7165 It continuation Sheet Page 2 of
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E%W nmcnsﬂugﬂles (x1) mownewsuilﬁuﬁwcé.éa (:2; uTrtaT CONITRUGTION (63) DATE !:n;mr
£4G42T B WING : 05HM912016
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, GITY, STATE, ZF° CODE
444 ONE ELEVEN PLACE
BETHESDA HEALTH CARE CENTER : £ TN 38501
0D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY RALL PREFIX ACH CORRECTIVE ACTION SHOULD BE COMPLLTIC
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cls‘lJSB-REchEB TG THE APPROPRIAYE DATE
DEFICIENCY)
" 4. Grievance/Concern log
F 241 | Continued From page 2 F 241 wil? be reviews daily by
waiting for the It which made Resident #147 feei SW or ADON and
her privacy had been violated. findings reported to the
: » daily IDT to ensure
Interview with the Director of Nursing (DON) on concerns are addressed
518116 at 10:32 AM, in the conferance room timely, SW or ADON
reveated the DON coneidered 3-5 minutes as an - ¥ 9 .
adequate time to enswer call fights and wiil monitor for
considered it unacoeptable for any resident to compliance by
wait 30-40 minutes or 63 minutes, for someone fo conducting random
answer the call light, Continued {nterview with the resident interviews daily
DON revealed it was a dignity Issue for a resident x1 week, then weekly x2
to He in urine and feces for 30-40 minutes or 63 weeks, then monthly for
minufes, Further interview with the DON revealed x3 months and random
v .a CNA had no business being in a resident’s thereafter. Any
'rgg::; mm:theg hefshe was not providing care to the comective actions will be
F 246 | 483 15(e)(1) REASONABLE ACCOMMODATION | F 248 corupleted at time of
s5=p | OF NEEDS/PREFERENCES findings and reported to
the QA meetings for
Aresident has the right fo reside and recelive trending.
services in the faclity with reasonable F246
accommodations of midual needs and
, excep! n the health or safely of . .
the individual or other residents would be 1. The DON immediately 5/27/16
endangeredi had staff to assist R#204
back to bed and call light
in place with their reach.
This REQUIREMENT (s not met as evidenced
by:
Based on medical record review, observation,
and Interview, the facility falled to ensure a call .
light was.within reach for 1 residant (#204) of 37
residents reviewed, '
The findings included:
Medical racord review reveeled Resident #204
FORM cus-zsar(oé-ss) Pravious Varsions Opsolete Faclily [D; TN71D5 if continuation shoat Page 3 ol
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENY OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A, BULDING COMPLETED

_ 445427 B. WING . . 08/19/2016

NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, GITY, STATE, ZIP CODE

444 ONE ELEVEN PLACE
BETHESDA HEALTH CARE CENTER GOOKEVILLE, TN 38601
(x4} D SUMMARY STATEMENT OF DEFICIENCIES 5} PROVIDER'S PLAN OF CORREGTION {X5)
PREFIX H DEFICEENCY MUST BE PRECEDED BY FULL PREFIX {#ACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFQRMATIIN} TAG CROSS-REFERENCED TO 3})& APPROPRIATE Dare
. 2. On 5/18/16 rounding and
F 246 | Continued From page 3 . F 246 observation of all
was atdmitted to the facliity on 12/22/15 with restdents was conducted
diagnoses including Hemiplegia and Hemiparesls to identify any Resident
following Nontraumatic Intracerebral Hemorrhage that didn’t have the call
affecting right dominant side, Aphasla, light within reach, The
Dysphasia, Hypertension, and Vascular facility staff corrected all
Dementia. _ call lights that was found
Observation and interview with the resident on to'be out of reach. Call
5/18/16 at 9:40 AM, int the rasident's room lights found without clips
revealed the resident seated in a whaelchair next were immediately
to the bed. Continued observation revealed the corrected with a new clip.
resident's call light fying on the bed not within the 3. Call light and clip
resident’s reach, Interview with the resident observations will be
confirmed he wanted o go back to bed and could .
not reach the call llaht added to CNA assignment
gt sheets. The risk nurse also
Inferview and observation with the Director of re-educated staff
Nursing on 6/168/16 a1 9:40 AM, in the resident’s regarding call lights
room canfirmed the call fight was not within reach | within reach all times
of the resident. while in bed on 5/18/16.
F 253 | 483.15(h}{2) HOUSEKEEPING & F 253 4. Random audits will be
$5=D | MAINTENANCE SERVICES _ - conducted by rounding 5/27/16
The fachity must provide housekeeping and ;‘;ﬁ onzmcse‘ “oat’r B%?&’ég;
malntanance services necessary to maintain a X1 week, weekly x2 ¥
sanitary, orderly, and comfortable interior,
ld my. weeks then monthly x3
months, random
This REQUIREMENT is not met as evidenced thereafler. Any corrective
by: - actions will be completed
Based on review of facility pollcy, observation, at time of findings and
and interview, the facliity failed to maintain clean reported to the QA
resident equipment for 4 semi-private room for 1 mestings for trending
of 6 hallways abserved. ’
The finrddings Included:
Review of facility policy, Housekeeping Outline
Evenl {D: 1K4111 Fadiitty iD: TN7105 If continuation sheet Page 4 of 1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVE
CENTERS EO OMB NO, 0938-03¢
STATEMENT OF DEFICIE DEFiGENGlES {X1) PROVIDER/GUPPLIER/CLIA (X2) MULTIPLE CONSTRUICTION (X3) DAYE SURVEY
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445427 B8, WING . . 08192016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. GTATE, ZIF CODE
444 ONE ELEVEN PLACE
BETHESDA HEALTH CARE CENTER COOKEVILLE, TN 38601
(X4HD Wsrhmg m%m 0 pmwnen'scﬁ_;.;eu oFcongﬁcrmBE o
"'?i{';"‘ REGULA[TORYORI.SC IDENTIFYING INFORMATION) ' Imc-a'm v cécssmmceo THE APPROPRIATE baTE
. ' X DEFICEENCY)
F 246 | Continued From page 3 F 248
was sdmitted to the facliity on 12!22!15wuh
including Hemiplegia and Hamiparesia
following Nontraumatic intracerebral Hemorrhage
affecting right dominant side, Aphasia,
Dysphasia, Hypertension, and Vascular
Dementia.
Obsetvation and Imewlewwiﬂl the resident on
6718716 at 8:40 AM, in the resident’s room
revesied the resident seated in a wheelchair next
to the bed. Continued observation revealed the
resident's call light lying on the bed not within the
resident's reach. Interview with the resident
confirmed he wanted to go back fo bed and could
not reach the cail tight.
Interview and observation with the Director of
Nursing on 6/18/16 at 9:40 AM, in the resident’s
room confirmed the call light was not within reach |
| of the resident.
F 253 483.15(h)X2} HOUSEKEEPING & F 263 F253
gas=p | MAINTENANCE SERVICES .
1. On8/17/16
The faclity must provide housekeeping and Housekeeping Supervisor 5/27/¢
maintenance sefvices necessary fo maintaln a immediately cleaned the
sanitary, orderly, and comfortable interior. tabletop fan.
2. 5/17/16 the housckeeping
| This REQUIREMENT is not met as evidenced supervisor completed
by: andit of all residents with
Based on review of facility pollcy, observaﬁon. personal fans to identify
and intarview, the facliity failed fo maintain ciean any that may have
resident equipment for 1 semi-private room for 1 required cleaning, No
of 6 hallways observed. other personal fans was in
- the facility.
The mdim cluded: 3. Cleaning of personal fans
Review of facllity policy. Housekeeping Outiine has been added to the
v v poley. aeping daily cleaning schedules
Evenl 1D; 1641 Faciity ID: TN7105 1t continumtion shaet Page 4 of
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FORM APPROV

| STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION
AND FLAN OF CORRECTION DENTIFICATIDN NUIMBER: A. PUILDING
£46427 B, WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COBE
444 ONE ELEVEN PLACE
BETHESDA HEALTH CARE CENTER COOKEVILLE, TN 38501
XD - SUMMARY STATEMENT OF DERICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EACH DERCIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COUELATK
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICENCY)
. _ g, On 5/17/16 the
F 253 | Continued From page 4 F 253 . housekeeping stpervisor
(Job Responsibliity), undated revealed "...areas to re-educated the ~
be cleaned.. where dust accumulales..” housekeeping staff on
Observation on 6/17/16 at 11:07 AM, | cleaning of resiterts
on s na ersonal fans, HSK.
-1 88M ate room on the 300 Hallway revealed If;upervisor ora _
dust debris on the covering and biades of a hous or will audit
tabletop fan. ekeeper will auds
' ) personal fans dailyx1
Interview with the Housekesping Supervieor on week, then weelkly x2
5/47/16 at 3:30 PM, in the main {obby confimed weeks, then montbly x3
the facllity falled to maintain a clean tabletop fan months, Any corrective
for resident use, ‘ actions will be completed
F 278 | 483.20(g) - (j) ASSESSMENT F 278 at time of findings and
s5=D | ACCURACY/COORDINATION/CERTIFIED reported to the QA
The assessment must accurately reflect the F?Jr;xeenngs for treading,
resident’s status. , 1. On5/18/16 MDS
A registered nurse must conduct of coordinate Coordinator #2 5/27/16
each assessment with the appropriste submitted correction
participation of health professionals. to section L of the
: MDS for R#204 for
A registered nurse must sign and certify that the December 2015 and
assessment is complated. March 2016
Each individuat who completes & portion of the 2. 33 5 fig; 16 M;ﬁs#z P,
assessment must sign and certify the accuracy of ordinators
that portion of the assessment, conductedan
) observational audit or
Under Medicars and Medicaid, an individuat who oral cavity of the
willfully and knowingly certifies a material and residents in the facility
false statement in a resident assessment is and compared the
subject to a civil money penally of not more than findings to section L
willfuty and knowingly causes another individisal sesement. No ot
to certify a material and faiss statement in a asse y cr
rosident assessment is subject to a civil money issues was found with
penally of not more than $56,000 for each ' any o_f the residents at
. that time.
~ W conlmyation sheet Page 6 of
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FORM CMS-2567(02-99) Pravious Virsions Obsolels

STATEMENT OF DEFICIEMCIES {X9) PROVIDER/SUPPUER/CLIA (%2) MR TIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BIALDING
| 445427 L 05/19/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
. 444 ONE FLEVEN PLACE
BETHESDA HEALTH CARE CENTER COOKEVILLE, TN 38501
Ly m&mﬁ%‘ﬁu‘? BE PREGEDED BY FULL o AC) ommamsnot%"ae COMLETIO
""-?EE"‘ REGULATORY OR LSC IDENTIEYING INFORMATION) P@Eem c%%'jnspmmm YHE APPROPRIATE oaTe
. DERICIENCY)
3 If there is 2 question of
F 278 | Continued From page § F 278 - how to code a
assessment. particular resident’s
oral cavity then a
Clinical disagreement does not constitute a second MDS nurse
maeterial and false statement. will assess the
residents to ensure
1 This REQUIREMENT 15 not met as evidenced proper documentation
by: is maintained. On
Based on medical record review and interview, 5/18/16 the regional
the facility failed to ensure an sccurate Minimum nurse re-educated alf 3
Data Set (MDS) for 1 resident (#204) of 37 MDS coordinators on
residents reviewed, _ - proper coding of
section L.,
The findings included:
4. DON or ADON will
Medical record review revesled Resident #2404 conduct random audits
was admitted to the facility on 12/22/45 with of section L of the
diagneses including Hemlplegia and Hemlparesis MDS to ensure
fofiowing Nontraumatic Intracerebral Hemormrhage compli thi
affecting right dominant side, Aphasta, . pliance montaly
Dysphasia, Hypertension, and Vascular or x3 months then
Dementia, random thereafter,
Any corrective actions
Medical record review of the Admisssion MDS will be completed at
dated 12/20/16 revealed "...No natural testh or time of findings and
.} tooth fragment(s)...[br:x checkedi...none of the reported to the QA
above were present... meetings for trending,
Medical record review of the Eignificant Change
in Status MDS dated 3/29/16 revealed "...No
natural teath or tooth fragment{s)...[box
checked]...none of the above were present...”
Medical record review of a nursing note dated
1212216 revealed “.. he has his own feath with
the majority of them missing...”
Observation of the resident oh 5/18/16 at 9:40
AM, in the resident’s room revealed the resident . , -
Evant [D: K411 Fachity KX TN?105 H continuation shest Page 8 of
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_C CARE & MEDICAID SERVICES
{X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION
AND PLAN IDENTIFICATEON NUMBER: A BULDING
: 445427 B. WING
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, GITY, S8TATE, ZIP CODE
444 ONE ELEVEN PLACE
BETHESDA HEALTH CAF\TE CENTER COOKEVILLE, TN 38501
(%4} 1 SUAMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENDY MUST BE PRECEDED BY FLLL PREFIX {EACH CORNRECTIVE ACTION SHOULO BE COMLETO
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
_ DEFICIENCY) -
F 278 Continued From page 6 ‘ F 278
A sealsd in & wheeichair naxt to the bed. Continued
observation revealed the resident hiad no upper -
teath and some missing lower teeth. ‘
Interview with Registered Nurse MDS Coordinator
#2 In the conference room confirmed the MDS for
Decomber 2018 and March 2016 were inaccurate
related to the dental status.
F 280 | 483 20(d)3), 483.10(k}2) RIGHT TO F 280 F280
ss=p | PARTICIFATE PLANNING CARE-REVISE CP 1. On 5/23/15 MDS S127/%
Coordinator
The resident has the right, unless adjudged revised/updated the
incompetent or otherwise found to be care plan for R#33
tated under the laws of the State, to to reflect the need
participate in planning care and treatment or for 2 person assist
changes in care and treatment. | with transfers.
A comprehensive care plan must be developed 2. On 5/23/16 and
within 7 days after the completion of the 5/24/16 an audit
comprehensive assessment; prepared by an was conducted by
interdisciplinary team, that includes the attending the regional nurse -
physician, a registered nurse with responsibility and MDS
for the resident, and :_:I:her appropriate staff in Coordinators of
discipiines as determined by the resident's needs, residents’ care
and. to the extent practicable, the participation of plans, MDS and
the resident, thie restdent's family or the resident's “resid ’ t eed
legal representative; and periodically raviewed 1dent care needs
and revised by a leam of qualifled parsons after ‘0 identify residents
each assessment. - that require 2
person assist with
transfers were
' accurately coded.
. 3. Daily review of 24
;?S REQUIREMENT (s not met as evidenced houryr;;ort will be
Based on feview of facility policy, medice! record mmplettgg t:u
review, and interviaw, the facility falled to revise ensure that
the care plan to accurately address the transfer changes of
‘ ~_conditions or
Event 10, 1K4111 Faolily 10; TNTAOE If contimueation sheat Page 7 of
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inciuding Chronic Obstructive Pulmoneary
Diseass, Diabetes Mellitus Type I, Epllepsy, End
Stage Renal Disease, Chronic Heart Disease,
and Cerebral Vascular Accident with Hemiplegia,

Medical record review of the facility's
investigations revealed Resident #33 had falien in
the facility on 9/3/15, 1/26/16, and 3/15/18.

Medical record review of the Care Plan for Falls
dated 9/3/15 raveated an added intervention
dated *3/16/16 - Fall intervention for fall on
3/16/16 assist x {times] 2 with transfers, CNA

transfer technique training.”

Medical record review of the Significant Change

Minimum Data Set (MDS) dated 11/20/15
revealed a functional status for Transfer of 3,
exiensive assistance, and staff supportof 3, 2

{ plus persons physical assist. Further review of

the quarterly MDS dated 2/15/16 and 5/6/16
ravealad Transfer of 3 extensive assistance and

.| staff support of 3, 2 plus persons physical assist.

_CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERVCLIA (X2) MULTIPLE CONSTRUCTION {X3) DAVE SURVEY
AND PLAN OF CORRECTION IDENTIRCATION NUMBER: A BULDING COMPLETED
445427 B. WG : 05/19/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
444 ONE ELEVEN PLACE
BETHESDA HEALTH CARE CENTER GOOKEVILLE, TN 38501
%p BUMMARY STATEMENT OF DEFICEENCIES D PROVIDER'S PLAN OF CORRECTION x5,
% (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLUALD BE DATE
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CRDSS-REFERENCED TO THE APPROPRIATE
F 280 | Continued From page 7 F 280 residen-t care needs
needs of 1 resident (#33) of 3 residents reviewsd are reviewed and
for accidents. updated as
' necessary.
The inclu H .
findings Inchuded 4. On 5/23/16 and
Review of fachlity policy, Fall Risk/Feil Prevention - 5/25/16 Regional
Guldelines Purpose/Procedure, dated 8/14 nurse and Don re-
revealed *...patlents...are assessed for the risk of educated MDS
accident and Injury and pans to protect all Coordinators, RN
patients fram accldental and Injury are based on and LPN charge
the assessment...post fall management... modify nurses on updating
the paliant'splanofcaressneedad...- care plans, MDS
Medical record review revealed Resident #33 was and resident care
admiited to the facility on 8/24/16 with. diagnoses needs timely to
reflect their most

current level of
care. Random
audits of the MDS,
care plans and
resident care needs
will be conducted
by the Don and
ADON monthly x3
months then
random thereafter
to ensure
compliance. Any
corrective actions
will be completed
at time of findings
and reported to the
QA meetings for
trending,

FORM CMS-2587{02-09) Previous Vensions Obaclete

Evenl ID: 116111
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o4 | SLIMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION X5
PREFIX {EACH DEFICIENCY BAUIST BE PRECEDED BY FLILL PHEFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIC
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F 280 | Continued From page 8 F 280
Medical record review of the facility investigation
dated 3/16/16 revealed "...CNA (Certifled Nursing
Asslstant} was transfemring resident from
wheelcheir, palient lfted logs up during the-
fransfer and CNA lowared the patient to the
floor..."
interview with the Risk Mz
Practicat Nurse and the Direclor of Nursing ot
5/18/18 at 3:16 PM. In the Activities Office
confirmed tha facilty falled to revise tha care plan
for a 2 person assist for Resident #33.
F 323 | 483.25(h) FREE OF ACCIDENT F 323
ss=p | HAZARDS/SUPERVISION/DEVICES F323 5/27/1¢
1. On 5/23/16 MDS
The facility must ensure that the resident Coordinator
envirgnment remains an free of accident hazards revised/updated the
as is poselble; and each resident receives care plan for R#33 to
adequate supervision and assistance devicas fo reflect the need for 2
pravent accldents. L
person assist with
transfers
2. On 5/25/16 the last 3
- : months of falls were
This REQUIREMENT is not met as evidenced audited by the regional
by: : nurses for any affected
Based on review of facllity policy, medical record residents requiring 2
review, and interview, the facllity falled to provide rson assist that
asslstance required to prevent an accident for 1 pe fted i n full with 1
resident (#33) for 1 of 3 residents reviewed for resulted m a fall wi
accidents. person assist. No other
concerns were found.
The findings included:
Review of faciiity policy, Fall Risk/Fall Prevention
Gulkielines Purpose/Procedure, dated 9/14 - (
revealed "...pafients...ans asseased for the risk of
accident and injury and plans to protect all
Facitily 1D; YN7105 If continuation sheet Page B of
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REFIX (EACH DEFICIENCY MUET BE PRECEUED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMAETIC
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
“ 3. Th N and ADON
F 823 Continued From page © F 323 staft?dc:m 5123716 2
patients from accidenta! and {njury are based on daily review of the 24
the assassment...all skaff - will recelve education hour report to )
on fall prevention and management...meeting the d ! han
pationts...needs...” C ete‘ndl“!:t*fo‘;‘;y l‘f g3
I Con o)
Medical record review revealed Resldent #33 was resident care needs
admitted to the facliity on 8/24/1S with dlagnoses that need new
including Chronic Obstructive Pulmonaty interventions can
Diséase, Diabetes Mellitus Type I}, Eptiepsy, End properly be care
Stage Renal Disease, Chronic Heart Disease, planned and placed on
and Cerebral Vascular Accident with Hemiplegia, resident care needs.
Madical record review of the quarterly Minimum On 5/18/16 and
Data Set (MDS) dated 2/16/16 revealed a Brief 5/25/16 the Staff
interview of Mental Status (BIMS) of 14 development
(cognifively intact), and a functional status for Coordinator and Don
transfer of 3, exiensive agsistance, and staff . re-educated CNT’s,
support of 3 with 2 plus persons physical assist. charge nurses that
ident eeds
Medical record review of the quarterly MDS dated roviewed daly ia are
5/6/16 revealed 3 BIMS of 11 (moderately order 1o provide
impaired) and functional status for transfer of 3, ot p o
extensive assistance and steff support of 3 with 2 effective, safe and
plus persons physical assist. - quality care.
Medical record review of the facility investigation
dated 3/15/16 revealed "...CNA (Certified Nursing
Assistant} was lransferring resident from
wheelchair, patient lifted legs up during the
transfer and the CNA lowered the patient to the
fioor..."
Medical record review of the Statement of
Inservice Training for Emplayees dated 3/16/16
ravealed "Patient s to ba an assist of 2 with afl
transfers for patient safety and ours™ and
attended by 4 CNA's and 2 LPN's {Licensed
Practical Nurse).
Fachly i0: TN7105 ' If contiuation sheet Page 10of
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F 323 | Continued From page 10 Fazs| & Jauswill be reviewed
Medical record review of a Statement of Inservice - Occuisa?:heeth (%Tctg
Training for Employees dated 3/22/16 revealed ) with the
»proper transfar technique uising galt belt per ensure that proper
[namea] PT Physical Therapy]. Taught proper interventions are in
hand placemant, belt placement, biccking pt. place, effective and
[patient] knee, body machanics, and hand corresponds with the
placement of pt.” Further review revealed resident care needs
insenlfloe attended by 1 CNA (#1). and care pian, Fall
: occurrence reports will
inferview with the MDS Coordinator (#1) on :
§/18/18 at 11:30 AM, in the MDS office confirmed ]b;o‘;fm‘f;doby the
» _i1ally the amount of times she needed 2 ' or N
porsons fo help...” Further interview confirmed weekly x4 weeks then
Resgident #33 was coded as an extensive fransfer monthly x3 montbs to
assist with 2 persons on the MDS asseasments ensure compliance.
on 2111116 snd 5/6/16. Any corrective actions
Interview with CNA #2 on 6/16/16 af 2:00 PM, will be completed at
on a ; . n . -
the conterence room confirmed Resident #33 g:s:dﬁ;dzsgzajd
cannot stand on her own "...sometimes there is o i di
no one around...it's na problem for me to do by meefings for trending.
myself so ! transfer her from he hed to the
wheelchalr..." Continued interview confirmed CNA
#2 was not aware Resident #33 was o 2 pefson
asels! for fransfers.
Interview with CNA #1 on 5/18/16 at 2:10 PM, in
the Conference Reom confirmed on 3/156/16 she
attempted to fransfer Resident #33 from the bed
to the wheelchair without assist from other staff,
Conlinued review confirmed she was unable to
place the resident In the wheelchair and toweted
her to the fioor. Further Interview confirmed she
did not check the resident care needs anvd did not -
know Resident #33 was a 2 person assist for
transfers.
Interview with the Risk Manager/Licenced
Practical Nurse and the Dirsctor of Nureing on . :
Foclity HD: TN7105 If coninuation shest Page 11 of
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F 323 | Continved From page 11 Faz3
6/18/16 at 2:60 PM, in the Activities Office
confirmad the MDS assessed Resident #33
correctly for befng a 2 person assist for transfers
and the facility failed to provide assistance to
| avoid an accident for Resident #33,
F 520 | 483.76(o)(1) QAA _ F 520 F520 5/27/1¢
s6=D gOMMﬂ'aIIE_E-MEM%ERSJMEET 1. On 5/24/16 the
u ERLY regional nurse re-
: educated
A facliity must maintaln a quality assessment and Administrator and
assurance committee consisting of the director of DON regarding
nursing sarvices, a physician designated by the conducting Quality
facility; and at least 3 other members of the Assurance Meetings
facility's staff. quarterly ata
) , minimum,
The quality assessment and assurance o
commitiee meets at least quarterly to identiy 2. AH res-ldents have the
issues with respsct {o which qualily assessment potentialtobe
and assyrance aotivities are necessary, and affected, and during
devalops and implements appropriate pians of mini QA meeting on
action {o comrect identified quality deficiencies. May 20th,2016 no
residents were found
A State or the Secretary may not require to be effected.
disciosure of tha records of such cammittes 3. Mini-quality assurance
except insofar as such disclosure is related to the meetings will be
compliance of such commiliee with the condu c% ed monthly
requirements of this section. with members of the
Good falth attempts by the committee to identify IDT. Along with the
snd comect qualily deficiencies will not be used as standard quality
| & basis for sanctions, » assurance meeting
' with all required
This REQUIREMENT is not met as evidenced members quarterly.
by: . .
Based on review of faclity Qualily Assurance
sign in agenda and minutes and interview, the
Factiy 10: TNT105 if conténuation sheet Page 12 of
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY. STATE, ZiF CODE ‘
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0y ID BUMMARY STATEMENT OF DEFICENCIES 0 PROVIDER'S.PLAN OF CORRECTION oot e
DEFICIENCY MUST BE PRECEDE Lt (EACH CORRECTIVE ACTION SHOLWLD BE
F?AEF@'X gecutawnv oncf-.;.c umfr?wm w&'ﬁ.‘kﬁm P'}'EFGN ~ CROSS.-REFERENCED YO THE APPROPRIATE BATE
F 520 Continued From page 12 . F 620 4. Audits of the QA
facllily falled to provide documentation the Quality . meetings will be
Assurance Commitiee had quarierly mesfings - conducted by the
from 4/2/15 through 3/31/16. . :  Regional director of
. . operations or regional
The findings Included; - : ~ purses monthly X6
Review of the faciiity's Quality Assurance sign in ‘1‘0”‘*1‘1.5 to ensure
agenda and minutes from 4/2/16 (for January, compliance 15 met.
Fabruary, and March 2016) revealed the
committee had met only 1 fime in 2015,
Interview with the Administrator on 5/18/16 at
4:20 PM, in the Administrator's office confirmed
the faclity had no dooumentalion of quarterly
meetings for the last year.
1
A\
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